Madam,

A 55-year-old man presented with shortness of breath on mild exertion for 1 month. Coronary angiography revealed three vessels coronary artery disease. Transthoracic echocardiography demonstrated left ventricular ejection fraction of 30% with severe mitral regurgitation due to annular dilation, and no other valvular pathology \[Figures [1](#F1){ref-type="fig"} and [2](#F2){ref-type="fig"}\]. The patient was scheduled for coronary artery bypass grafting surgery with mitral annuloplasty. Under moderate hypothermic cardiopulmonary bypass, three saphenous vein grafts were anastomized to the left anterior descending, obtuse marginal, and posterior descending artery. Left atriotomy was performed, and asymmetric mitral annular dilatation was treated by mitral ring annuloplasty using 28-mm CE Classic Annuloplasty Ring. After the surgery, weaning from cardiopulmonary bypass was started. Transesophageal echocardiography (TEE) was performed \[Figures [3](#F3){ref-type="fig"} and [4](#F4){ref-type="fig"}\] and a diagnosis of new onset aortic regurgitation was made. TEE showed trivial residual mitral regurgitation; however, new aortic regurgitation jet was observed causing left ventricular distension \[[Figure 3](#F3){ref-type="fig"}\]. Transesophageal aortic valve (AV) short axis view revealed tear in the noncoronary cusp of AV \[[Figure 4](#F4){ref-type="fig"}\]. Cardiopulmonary bypass was reinitiated. Aortotomy was done and AV was inspected. Noncoronary cusp was frail and had approximately 1 cm horizontal tear. No suture or suture penetration or needle holes were seen on the aortic side of the valve. After the failed attempts of repair, AV was excised and replaced with 21-mm perimount-plus pericardial AV Bioprosthesis. Patient could be easily weaned from cardiopulmonary bypass with minimal inotropic support. Postoperative course of the patient remained stable.

![Preoperative transesophageal echocardiographic 2 chamber view showing mitral regurgitation](JOACP-34-557-g001){#F1}

![Preoperative transesophageal echocardiographic aortic valve short axis view showing normal appearing aortic valve leaflets](JOACP-34-557-g002){#F2}

![Transesophageal echocardiographic aortic valve long axis view showing aortic regurgitation jet from noncoronary cusp of aortic valve](JOACP-34-557-g003){#F3}

![Transesophageal echocardiographic aortic valve short axis view showing tear in noncoronary cusp of aortic valve](JOACP-34-557-g004){#F4}

Mitral ring annuloplasty corrects and further prevents annular dilatation, thereby reducing mitral regurgitation.\[[@ref1]\] Left ventricular outflow tract obstruction (3%), incomplete correction (3%), or suture dehiscence (2%) are known postoperative complications requiring reinstitution of cardiopulmonary bypass.\[[@ref2]\]

Severe aortic regurgitation after mitral annuloplasty ring is an infrequent complication reported in sporadic case reports.\[[@ref3]\] Any of the three AV leaflets are prone to iatrogenic injury depending on the surgery type, for example, noncoronary cusp during mitral and atrial septal defect operation, left coronary leaflet during mitral valve surgery and right coronary cusp during ventricular septal defect surgery, and pulmonary valve operation.\[[@ref4][@ref5]\] Suture needle perforation or suture entrapment of an AV cusp or aortic annulus distortion caused by sutures retaining the mitral valve can cause aortic regurgitation during mitral valve surgery.\[[@ref3][@ref6]\] However, in this case, we assume that tension by mitral annuloplasty ring might have pulled the adjacent tissue causing tear in the fragile noncoronary cusp. Although noncoronary and left coronary cusps are commonly affected in such cases, right coronary cusp tear after a mitral valve replacement has also been reported.\[[@ref7]\] Al Yamani *et al.* suggested maneuvres such as pushing the aortic root from outside toward the mitral valve to improve exposure can increases the risk of AV injury.\[[@ref7]\] Thorough intraoperative transesophageal echocardiography examination can detect iatrogenic AV injury and it can be addressed in the same surgical sitting.
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